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Editorial I n an effort to expand my scientific education, I am reading a book called The Devil Knows Latin. 1 The foundations of our vocabulary and syntax in medicine, law, and politics are based in Greek and Latin. The book suggests that a great deal of knowledge is embedded in ancient linguistic tradition, and that this is the reason why many archaic expressions are still used in modern society. I will discuss this further in a moment.
Identifying mechanisms to reduce medication errors has always been a priority for Hospital Pharmacy -and is now a priority for all health care organizations. One widely recognized cause of medication errors is the use of dangerous abbreviations. The Institute for Safe Medication Practices (ISMP), the National Coordinating Council for Medication Error Reporting and Prevention (NCCMERP), and the Joint Commission on the Accreditation of Healthcare Organizations (JCAHO) have been leaders in this effort.
Since January 1, 2003, health care organizations have been required to comply with six of JCAHO's National Patient Safety Goals (NPSGs). Goal 2 is to "Improve the effectiveness of communication among caregivers." A JCAHO recommendation for achieving this goal is to establish a set of standardized abbreviations, acronyms, and symbols to be used throughout the organization and another list of items that should never be used. The list of prohibit-ed abbreviations, acronyms, and symbols should be established with input from appropriate disciplines and be based on evidence. 2 You are undoubtedly in the process of effecting this long-desired change within your institution.
I recently received calls from two hospital pharmacists in Southern California whose opinions I entirely respect. Their institutions have laudably implemented lists of abbreviations that are unacceptable for use when ordering or prescribing medications. The following Latin terms appear on their lists of prohibited abbreviations: QD (a period after the "Q" can be mistaken for "I"and the drug given QID), QOD (misinterpreted as "QD" or "QID"), AU (misinterpreted as "OU"), AS (misinterpreted as "OS"), AD (misinterpreted as "OD") and PO (not understood or misread). The solution is for the prescriber to spell out the directions, for example, to write "daily" or "every day" instead of QD on medication orders.
The implementation of the "unacceptable" lists has led to unexpected consequences at the pharmacists' facilities. Physicians now write out orders using "daily" instead of QD. However, their handwriting has not changed. Written in bad handwriting, "daily" has looked very similar to BID, TID, QID, QAM, "every am," and "every pm." The more characters the prescriber writes in bad handwriting, the more difficult it is to interpret the directions. When prescribers are forced to write "daily" after each medication ordered in a list of medications, ditto marks (") are sometimes used, leading to confusion.
Furthermore, prescribers have initially written orders using QD, then crossed it out and written "daily." Dispensing pharmacists then wonder if the prescriber intended daily administration or perhaps some other frequencyor if someone else crossed out the "QD."
To make matters worse, pharmacists are required to go to the floor to rewrite the order if an unacceptable abbreviation is used. This reduces the time pharmacists have for valuable clinical activities and should not be the responsibility of the pharmacist. This requirement, coupled with the implementation of the Health Insurance Portability and Accountability Act of 1996 (HIPAA), is leading to frustration. (HIPAA regulations are complex and many facilities are struggling with privacy issues that the Act does not clearly delineate.)
This brings me back to Latin. Perhaps most frustrating of all to these pharmacists is their facilities' intention to eliminate all Latin abbreviations in the future. Most Latin abbreviations have been used for centuries, and many prescribers have used them for decades without identifiable errors. Any addition to the list of unacceptable abbreviations should be evidencebased, and all potential repercussions should be carefully considered before making global changes.
To clarify my position, I agree
The Devil Knows Latin
with hospitals eliminating QD in favor of "daily." Hospital Pharmacy has published lists of abbreviations that are error-prone and should not be used in health care facilities. We owe it to the profession and to our patients to make these changes, but do what makes sense. Is there a real need to change all Latin abbreviations -or only those that have the potential to cause error? All this will be a moot point with the advent of CPOE, but until that time conserving the past and dropping the baton of medical tradition may have unexpected consequences. Vade retro, Satana! The devil knows Latin.
-Dennis Cada, PharmD, FASHP, FASCP Editor-in-Chief Hospital Pharmacy ■
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